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ABSTRACT
THNKING DIFF,ERENTLY: DEVELOPING A FALL RISK ASSESSMENT FOR
THE EMERGENCY DEPARTMENT SETTING
CARISSA K. FAUKS
2010
lntegrative Thesis
_X_ Field Project
When a patient falls in the hospital it ends up being costly for both the patient and the
hospital. Having an awareness of risk factors that lead to an increase in patient falls
becomes very important for all nursing staff. However, the contributing factors are not
the same for every department in a hospital. The focus of this proposal is the
development of a fall assessment that is specific to the emergency department. Age,
cognition, elimination, physical mobility, and medications were the risk factors
determined to be most important after a review of the literature. Once the fall assessment
scale was developed the appropriate nursing interventions were then determined for those
that fall into the low risk, moderate risk, and high risk categories.
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THINKING DIFFERENTLY: DEVELOPING A FALL RISK ASSESSMEhIT 1
Chapter One: Introduction
It is no secret that the population of the United States is rapidly aging. According
to the United States Census Bureau for 2006 to 2008, the estimated United States
population was over three hundred and one million people with 12.6 percent of the
people being over the age of sixty-five (U.S. Census Bureau, 2006-2008). An aging
population brings more health issues and chance for injury. One major injury that is
more commonly experienced in the over the age of sixty-five group is falls. The Centers
for Disease Control and Prevention (2010) cites that one in every three people over the
age of sixty-five fall each year and in the year 2007 more than 18,000 people died from
unintentional fall injuries. Not only are the statistics staggering regarding falls and
injuries sustained from having a fall but the cost to the health care system is also
enorrnous. In the year 2000 the health care costs related to falls totaled a little over
nineteen billion dollars (Centers for Disease Control and Prevention,2010). Therefore, it
is important for people in the health care professions to consider falls and fall risk
amongst their patient populations. One hospital setting that often cares for people who
are injured as a result of falling is the emergency department.
Many different disciplines must work together in order to provide excellent and
safe patient care in the hospital setting. The team approach means helping each other
with being responsible for the safety of all patients in any department. A review of the
literature indicated that multiple factors contributed to a patient having a fall while being
taken care of in the hospital. However, while there has been a lot of research done on
patient safety and fall assessments, most of it has been focused on patients who have been
admitted to the hospital rather or for those people living out in the community.
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Assessment scales such as the Morse Fall Scale (MFS), the St Thomas Risk Assessment
Took in Falling Elderly Inpatients (STRATIFY), and the Hendrich II Fall Risk Model
(HFRM) were developed for patients in the hospital setting. The Berg Balance Scale was
developed to assess the functional balance in older people and can be used in the
community setting. These assessment tools have been used repeatedly and have been
found to be effective for the hospital and community settings. Where the research was
found to be minimal was for other health care settings such as outpatient units like the
emergency department.
The emergency department environment can be quite chaotic and crowded.
When the emergency department has filled all of its beds, and another ambulance is
coming with yet another patient, safety may not be at the top of a staff member's priority
list. One example that highlights the necessity of developing an emergency department
specific fall risk assessment took place on a busy day in an urban emergency department.
The author came on to a unit and was at the nursing desk area. A visitor approached the
desk and stated that an elderly male patient in one of the rooms needed some help. That
visitor was waiting in the hallway and was not even related to the patient who was found
with his bed height elevated, up on his knees in his hospital gown, and facing backwards
while looking for his call light. While the author was able to intervene before the patient
experienced a fall, this patient example highlights that fall risks do occur in the
emergency department. It is at those times that an emergency department specific fall
risk assessment would help identify patients that have a higher chance of falling and
create a more heightened awareness among all staff members.
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The purpose of this thesis project was to develop a fall risk assessment tool for
nursing staff to utilize that is adapted to fit the unique needs of the patients that are cared
for in the emergency department. The setting for this project was an urban emergency
room of a major metropolitan area Level One trauma center that cares for patients of all
ages. While all department staff members are responsible for helping maintain a safe
environment for patients, it is ultimately the nurses that are responsible for using and
documenting a fall risk assessment.
Nurses need to be the people who develop the fall risk assessment tool, Nurses,
like many other professions, are a diverse group of people that have their own ideas for
what would improve patient safety. Nurses are independent, autonomous, and most of all
accountable professionals (Patronis Jones, 1994). A nurse who demonstrates
accountability means spending time with the patient and being able to quickly assess
when they need to be watched more closely because they are a fall risk. It also means
taking action to keep the patient safe by implementing nursing interventions and
documenting them in the medical record as well. The chaotic patient care environment
aside, it is very important that nurses understand patient safety needs to be a priority at all
times.
Review of Literature and Signilicance
Falls can be a significant even in a person's life. After a fall someone may have
injuries that alter their lifestyle as well as incur a great financial burden. Hospitals are
aware of the need to promote fall prevention for the safety of the patients and to meet the
needs of accrediting organizations. Fall prevention is patient focused but the patient care
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environment also is a contributing factor. The written thoughts and influences of
Florence Nightingale are the best supporting nursing theoretical framework for
supporting this project.
Cost of falls. Perhaps some may not think about the consequences of a fall until
it happens to someone they know. Others may not ever think about what happens if
someone falls in the hospital or even out in the community. Still others may only think
that fall prevention includes removal of throw rugs from the homes of the elderly.
However, along with many physical and psychological costs that people experience after
a fall, there is an enoffnous financial cost. One longirudinal study done by Bohl et al.
(2010) concluded that, for people who fell and sought medical attention and were
admitted to the hospital, ninety-two percent of their hospital costs were directly related to
that fall. That translated to an estimated cost of 2l ,745 dollars per person. This
particular study analyzed data for 8,956 people who did not fall and 8,969 people who
did experience a fall. Another study by Titler et al. (2005) analyzed 11,756 hospitalized
patients and found that the mean total hospital cost that was incurred was $16,030.30
with the median being $9,360.33.
The total cost of fall injuries was estimated to be 19.2 billion dollars in 2000
(Bohl et aI.,2010). What is so staggering about these amounts was that the 19.2 billion
dollars spent was due to preventable falls. To put this in perspective, in the year 2000
Medicare paid out 3.2 billion dollars for hip and knee replacement surgeries which were
the most commonly done orthopedic surgeries (Kane, Saleh, Wilt, & Bershadsky, 2005).
Another study done by Encinosa, Bernard, Steiner, and Chi-Chang (2005) regarding the
cost of gastric bypass surgery, found the national hospital cost to be around 948 million
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dollars in 2002" Even if the money spent on hip and knee replacements and gastric
bypass surgeries were added together they would not total anywhere near what the cost of
fall injuries is on a yearly basis.
Hospital standards. Standards for hospital care and patient safety are set by
outside organizations. The Joint Commission is one such national accrediting
organtzation that sets the standards for patient care. One of their 2009 National Patient
Safety Goals required that hospitals be aware of patient falls and implement ways to help
prevent them (Joint Commission on Accreditation of Health Care Organizations, 2008).
There are other governing bodies that oversee hospitals as well, such as the Minnesota
Department of Health, which tracks and reports adverse events that are then published for
public viewing. The Minnesota Alliance for Patient Safety is another organization that
has the goal "to improve the culture for patient safety; and mobilize community resources
for patient safety" (Minnesota Alliance for Patient Safety, n.d.). The literature was
searched using the terms such as falls and emergency department, fall risk and emergency
department, fall risk assessment tool, and fall risk. The results ranged from twenty-three
resources to eight hundred eighty-one when conducting searches of Cinahl and Academic
Search Premier Databases. While the large number of articles found demonstrated that
patient safety has been an important topic of research, most of the articles focused on
patients that are admitted to in-patient units in the hospital. The emergency department
has a unique environment that requires thinking about and approaching fall prevention
differently.
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Theoretical Framework
The nurses concern for the patient and focus on creating a safe environment can
be traced back to Florence Nightingale. Nightingale defined nursing as both an art and a
science (Nightingale, 1992). When those two components were identified as necessary
for the profession of nursing, Nightingale conveyed the expectation that the patients will
be cared for by educated and caring nurses who use current research and common logic.
She also wrote that health was achieved through environmental alteration, meaning that
nature is the best healer of a patient when they are in the right environment (lrlightingale,
1992). Nightingale felt that nurses could ultimately alter the environment to help move
the patients towards better health (Selanders, 1998). Not only is the environment
important to maintain in order to allow for healing, it is the duty of the nurse to be
observant of what is going on in that environment. Nightingale (1992) states "for it may
safely be said, not that the habit of ready and correct observation will by itself make us
useful nurses, but that without it we shall be useless with all our devotion" (p. 63). A
person can be very caring but if they lack the skill of asfute observation it is all for not.
This is why it is so important for nurses to be aware of and use an assessment tool in the
emergency department regarding fall prevention.
Nurses are the people at the bedside and they often have pertinent information to
contribute to the care of the patients. Nurses are also emerging as leaders as they build
their professional practice through research that brings more credibility to the profession.
Margaret Wheatley has written extensively on the subjects of leadership and Complexity
Science. She has written "only as we're engaged together in work that is meaningful do
we learn to work through the differences and value them. Change becomes much easier
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when we focus first on creating a meaning for the work that can embrace us all"
(Wheatley,2006, p. 149). This project required that the emergency department staff
work together in order to promote an environment of patient safety. The creation of a fall
risk assessment tool that is specific to the emergency department is recognition that the
environment of the emergency department is different than the in-patient hospital
envrronment.
Ciesielski and Clark (2007) performed a comprehensive review of current issues
in emergency department safety. The authors concluded that emergency departments are
not designed for long-term care of patients because the environment has a focus on high-
risk and short-term emergency care. The authors also noted that an increased length of
stay in the emergency department lead to an increased risk for patient falls. Emergency
department nurses must be able to prioritize patient care needs, carry out critical care
tasks, make sure the patient is stabilized, and provide timely dispositions. All of those
responsibilities need to be done while also being mindful of patient safety at the same
time.
Fall risk has been shown to be greatest among the population that is over the age
of sixty-five. With the aging baby boomer population and the decreasing birth rates of
younger generations, it is projected that in 2030 in the United States those over the age of
sixty-five will account for about twenty percent of the population (Vladeck, 2005). Fall
risk is something that healthcare cannot ignore. The basis for developing the fall risk
assessment tool was done after an extensive literature review was conducted. The
findings from that literature review will be explored further in chapter two.
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While much of the driving force behind patient safety comes from accrediting
organizations and hospital management, creating a fall assessment specifically for the
emergency department makes sense. When patients first enter the health care system
there are different factors that can be responsible for making them a fall risk. Being able
to do a focused fall assessment would allow the nurse to be able to bring awareness to all
staff members that a patient needed to be watched more closely. When the entire team is
accountable to each other for patient safety it creates a positive experience for the patients
and they take their experiences and share them with other people out in the community.
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Chapter Two: Literature Review
The Joint Commission for Accreditation of Hospitals is a strong organizational
driving force in the policies and procedures that hospitals must follow. One of their
major initiatives focuses on patient safety (Joint Commission on Accreditation of Health
Care Organizations, 2008). This thesis project focuses on patient safety regarding falls
while being cared for in the emergency department setting. There has been a lot of
research done about falls in the hospital and the community but not much has been done
for the emergency department. The basic premise of environment and safety is what
Florence Nightingale based her nursing career on. Margaret Wheatley has written a book
titled Leadership and the New Science: Discovering Order in a Chaotic World (2006).
Although she may not be a nurse, she does have great wisdom seeing orgafiization when
all that is seen is chaos. Healthcare is a chaotic setting that has many different
functioning parts and moving pieces that somehow come together and hopefully work for
the patient. The profession of nursing is a key piece of seeing order in chaos as he/she
walks together with the patient and helps them find their new definition of feeling
healthy. The profession continues to do research and cultivate practice changes that
evolve from evidence based practice. It is important to remember that at its most basic
level nurses care for patients and one aspect of that care is patient safety.
Florence Nightingale
Florence Nightingale was a woman who was born into wealth and privilege.
Rather than becoming the person that her father wanted her to be, Nightingale gravitated
towards science and nursing. She was an influential person during her time and helped to
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shape the theoretical foundation of the nursing profession today. Nursing theory was
developed to provide guidelines intervention development, problem solving, and decision
making. The theory then continues to be refined through research (Selanders, 1998).
One of Nightingale's focuses was on the environment and how nurses can make a
difference for a patient through environment manipulation.
The emphasis on the environment took on many forms. Nightingale wanted
nurses to change the environment so that a patient had optimum conditions in which to
heal. Some of the areas that nurses needed to attend to were physical environmental
conditions such as the cleanliness of rooms, air movement throughout the house, and the
health of the house in general (Dennis & Prescott, 1985). Florence Nightingale was a
leader in her own right and her teachings have become theoretical foundations for the
profession of nursing. Her focus on the environment is still a basic nursing concept.
Thus, when a nurse is caring for a patient they must observe their environment and make
sure that it will contribute to optimal patient healing. Each patient care environment is
unique much like each patient. While rooms in the hospital and emergency department
may be similar, what is going on in that environment is very different.
Nightingale worked hard to establish nursing as a profession by pushing for
nursing education and training. She also found that one of the most important lessons
that a nurse can learn is how to observe, A nurse must observe the patient and focus on
what makes them better. Nightingale was developing the nursing process of information
gathering and then determining its relevancy with respect to helping the patient heal
(Tourville & Ingalls, 2003). Nightingale made the distinction that medicine treated the
sickness but it was nursing took care of someone who was sick (Dennis & Prescott,
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l9B5). Nursing was a profession that focused on taking care of the entire person rather
than having such a disease focus.
Margaret Wheatley
What is so interesting about Margaret Wheatley is the way that she looks at the
world. In her book, Leadership and the l{ew Science: Discovering Order in a Chaotic
World (2006), she compares the discussion in her book to maps of the old world. Many
of the maps may have had blank space with a generic danger or warning mapped out but
nothing drawn in between those areas. Wheatley wrote that those areas were left blank so
that the person who was navigating the map could fill in those spaces with their own
ideas and experiences (p. i*). Healthcare can be viewed much the same way. During an
interaction with a patient and the nurse both parties bring their own assumptions and
personalities to the experience. Both people have some parts of the map and are working
towards the same destination but may take entirely different routes to get there. That is
what is so wonderful about being individuals in the healthcare system. Each person can
create their own experience and, perhaps through working together, they achieve the
desired outcome.
In the book Leadership and the New Science: Discovering Order in a Chaotic
World (2006) Margaret Wheatley wrote about how the focus that is placed on the parts of
a system needs to be expanded to include looking at the entire system. Parts of the
system are continually changing and becoming something new which leads to a new
outcome (p. 139). Perhaps, this can be likened to how nurses are taught to think of
patients as mind, body, and spirit. Nurses look at the entire person and work with that
Augsburg College LiDrarY
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entire person to move them along the health continuum. It may be difficult to think so
broadly all the time when working in the emergency department that is overflowing with
patients. However, it is the moments that make up the patient experience and nurses have
an understanding of those moments. Wheatley writes that people may not have the
capacity to understand the entire system but they do have the capacity to understand how
the system can influence them in their immediate surroundings (p. 1a1).
Thinking Differently
The topic of patient safety has been researched and written about many times in
regard to the patient that is admitted to the hospital overnight (Dacenko-Grawe & Holm,
2008; Naqvi, Lee, & Fields,2009; Rush et aI,2008). Others have authored articles and
conclude that patient safety needs to be viewed differently in the emergency department
setting (Davies & Ross, 2006). Even though the concept of patient safety remains the
same regardless of where it is practiced, it is necessary to be aware of how the patient's
condition as well as the environment can be contributing factors for keeping someone
safe. Being treated at a hospital increases a person's risk for falling due to not being
familiar with the environment, medical treatments being done, and acute and chronic
illnesses (Dykes et al., 2010).
The environment of the emergency department is often busy and chaotic. One
growing problem that emergency departments are facing is overcrowding. Some
consequences of overcrowding are effors in care, staff burnout and furnover, long waits,
patient dissatisfaction, and delays in treatment (Freeman,2007). It is becoming
increasingly difficult to get patients, who need to be admitted to the hospital, moved out
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of the emergency department. Due to the pressures that health care is facing, hospitals
have been forced to downsize which means they are experiencing higher capacities and
patient volumes. Other contributing factors for emergency department overcrowding are
the nursing shortage, physician shortage, increased and multifaceted patient illnesses,
managed care problems, inability to see a primary doctor, and an increased demand for
emergency services but a lack of adequate funding for those services (American
Academy of Pediatrics, 2004). Patient safety may be overlooked by emergency
department staff when the staff members are stretched thin and the department is overfull.
According to Friedman, Provan, Moore, and Hanneman, (2008) emergency departments
are prone to errors. They have high variability, questionable team coordination, minimal
consisteflcy, and few forced functions. It is during these times that family members and
friends of patients who are being seen in the emergency department are able to observe
things that are missed by staff members or go unnoticed altogether.
Friedman et al. (2008) conducted a prospective cohort study in an urban teaching
hospital that had about forty thousand visits to the emergency department annually.
There were 201 patients interviewed within twenty-four hours after discharge and 143
were interviewed three to seven days later. While most of the adverse events centered on
not receiving pain medication, it was concluded that emergency department patients and
family members are able identify how an adverse event affects their medical care. It was
also noted that the adverse events that were identified were not documented in the patient
chart by medical staff. This sfudy suggested that nurses and other emergency department
staff members should be vigilant about patient safety and perhaps even ask for the
observations of the patient and their visitors as well.

THTNKING DIFFERENTLY: DEVELOPING A FALL RISK ASSESSMEI.{T t4
Level One Trauma Centers
ln 1985 The Emergency Medical Treatment and Active Labor Act (EMTALA)
was created. The EMTALA law mandates that any person seeking emergency care have
access to it regardless of their ability to pay for their treatment (American Academy of
Pediatrics, 2004). Clinics have the right to ask for payment prior to receiving treatment
but EMTALA does now allow emergency departments to do the same. Therefore,
emergency departments have become the twenty-four hour a day seven days a week place
for people to be treated for any illness or injury. According to the 2007 National Hospital
Ambulatory Medical Care Survey there were about I l7 million visits to the emergency
department in the United States. That equates to 39.4 visits per one hundred people. The
leading injury related reason for seeing medical care was unintentional falls (Niska,
Bhuiya, & Xu, 2007). Whatever the hospital trauma designation may be, the patient
population that seeks care can vary depending on where the hospital is located.
There are five designation levels for trauma centers. A Level 1 trauma center is
the most equipped to take care of critically injured patients. [n order to achieve Level I
trauma status a hospital must have the immediate availability of trauma surgeons,
operating room staff,, emergency room physicians, nurses, and resuscitation equipment.
A2002 national inventory of hospital trauma centers found that in the United States one
hundred ninety hospitals out of five thousand were designated Level I trauma centers.
That equates out to at least one Level I or Level 2 hospital for each state (Harrison and
Mclane, 2005). In fact, Level 1 trauma centers are paramount to the surrounding
community because they not only offer patient care, but they also offer a wide variety of
services including prevention, research, education, and many clinical services (Harrison
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& Mclane, 2005). Level I trauma center hospitals are located mostly in urban settings
and due to the wide range of services that they offer; they must be available at any time
of the day or night. There are three level one trauma centers located in the city where this
project took place.
A sfudy published in the New England Journal of Medicine in 2006 examined the
differences in mortality for people that were treated at a Level 1 trauma center and those
who were not. The hospitals that participated in the study were from metropolitan areas.
There were eighteen Level I designated hospitals in the study and fifty-one non-trauma
hospitals. This study found that when a person received medical care at a Level I trauma
hospital they had a twenty-five percent less chance for risk of death (MacKenzie et. al,
2006). Another study done by Richard J. Mullins et al. (1994) also concluded that having
an established trauma system led to a significant reduction in death rates for patients
suffering from severe traumatic injuries. A retrospective cohort study of 542 patients in
Oregon who suffered from a head injury evaluated the mortality rates of people who were
transferred from rural hospitals to Level I or Level 2 hospitals. The people who went to
Level I hospitals were found to have a ten percent reduction in mortality compared to
those who went to the Level 2 hospitals (McConnell et al., 2005). The emergency
department fall risk assessment for this project was created for an urban metropolitan
hospital.
Hospital and Community Fall Assessment Tools
There has been a lot of research done regarding fall risk assessment for people
who are admitted to the hospital and those who are living out in the community.
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Assessment scales such as the Morse Fall Scale (MFS), the St. Thomas Risk Assessment
Took in Falling Elderly Inpatients (STRATIFY),, and the Hendrich tI Fall Risk Model
(HFRM) were developed for patients in the hospital setting. The Berg Balance Scale was
developed to assess the functional balance in older people and can be used in the
community setting.
One study done by Kim, Mordiffi, Bee, Devi, and Evans (2007), evaluated
extensively the MFS, HFRM, and STRATIFY fall risk assessment tools. The study was
a prospective descriptive study that took place in a hospital setting in 2005. Participants
were new admissions to the hospital who were over the age of eighteen. Data was
collected by having two research nurses assess 140 patients using the three tools
identified above. All of the patients that were screened for the study were followed up
until they had a fall while being in the hospital, were discharged, or died. This study
concluded that the Hendrich lI Fall Risk Model had the overall best reproducibility,
feasibility, and predictive validity. They recommended that this model be used over the
MFS and STRATIFY scales in adult settings. This research study was not able to
validate the HFS in any other settings.
A randomized controlled study done by Close et al. ( I 999) evaluated the use of an
interdisciplinary approach to patient falls. The study was done with people over the age
of sixty-five who presented to the emergency department for a fall related injury. One
group was the control group and received care as usual and the other group was the
intervention group. The intervention group received detailed medical and occupational-
therapy assessments with necessary referrals. They followed up with the patients every
four months for a year. This study demonstrated that the interdisciplinary approach for
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high-risk fall patients significantly decreased future falls. This study showed that
screening and prevention do have an impact for people that are back out in the
community.
The MFS assesses people based on their history of falling, use of an aid to help
them walk, having a secondary diagnosis, mental status, how they walk, and if they are
receiving intravenous therapy. Patients are then assigned a fall risk assessment of low,
medium, or high. The sensitivity of the MFS ranges between seventy-two and eighty-
three percent. The HFRM has seven risk factors that include mental status, dizziness,
whether the patient is male, patient medications, symptomatic depression, waste
elimination, and a final test of whether a person is able to go from sitting to standing
position. When using the HFRM, it has been shown to have a sensitivity of seventy-four
to seventy-nine percent. STRATIFY encompasses mental status, if a person has a history
of falls, any visual impairment, a patient's mobility, and need for frequent use of the
bathroom. If a patient had the presence of two of the factors the sensitivity of the
assessment ranged between ninety-one and ninety-three percent (Kim et al., 2007).
These three fall risk assessment tools have been studied extensively in the literature.
A prospective cohort sfudy done by Muir, Berg, Chesworth, and Speechley,
(2008) used the Berg Balance Scale (BBS) as part of the patient assessment. The BBS
was used to determine predictive validity for any fall, multiple falls, and injurious falls.
It includes variables such as unsteady gait, fear of falling, prescription medications,
history of falling, if a device is used for walking, mental status impairment, and
dependence on assistant for any activities of daily living. There were 210 people who
lived in the community that participated in this study. The study participants were given
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a fall calendar and asked to record any falls during the preceding month and mail them
back. If someone had a fall they were then contacted by telephone and asked to describe
the situation that surrounded the fall that they experienced. This sfudy concluded that the
BBS had good predictive validity for multiple falls or injurious falls rather than just one
fall.
These are a sampling of the different fall risk assessment tools that have been
created and tested. While there has been a lot of research and effort put into creating
these fall risk assessment scales and predictor tools, the literafure does not have much
published research regarding fall risk assessment in the emergency department. The
profession of nursing becomes more established as it develops its own body of research
knowledge and that knowledge can then translate to the daily work environment.
Evidence Based Practice
The profession of nursing has embraced the notion of evidence based practice.
Medicine was first to begin using research as support for advancements in their practice
and now nursing is doing the same thing. The goal of evidence based practice in nursing
is to streamline nursing practice which will then lead to predictability in patient outcomes
(Shapiro,20A7). There is a growing body of literature that supports the use of evidence
based practice in the nursing profession.
Evidence based practice was defined by Shapiro (2007) as "the conscientious,
explicit, and judicious use of the best available evidence, in combination with the
professional's clinical expertise and the patient's preferences, in making decisions about
care" (p.332). What this means for the profession of nursing is that nurses must read the
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literature and translate the evidence into the practice of patient care. The overall goal of
the nursing profession is to care for the patients and move them towards a healthy
equilibrium.
There are certainly barriers to implementing evidence based practice in the
working environment. Bedside nurses are the ones that are expected to implement the
newly researched and supported evidence. There are constant changes in the health care
world, whether it is a new piece of equipment or a new medication that is being
prescribed. Often nurses may not think about what was done in order to bring something
to practice. It is also important that the institution support the implementation of new
evidence based practice (Drenning,2006). The execution of evidence based practice
requires the work of the entire team. While one person may be able to navigate the
research literature and bring examples forward, it requires the support of everyone to
bring the best practice to fruition.
Each nursing department has a different way of practicing the art of nursing and a
different group of personalities that work together daily. The emergency department
nurses are a group that must be able to take care of patients through the entire age
spectrum. According to Valdez (2009), the role of the emergency department nurse will
continue to evolve and change. The practice environment will continue to transform and
the educational needs will become more evolved. It is the responsibility of the nursing
managers and clinical educators to provide education for all nurses on the continuum of
novice to expert. Nursing has a long rich history and some of it is scientifically based.
However, nursing is also about individualizing patient care and taking care of people at
their most vulnerable moments. [t can be difficult to translate those moments into
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defined research when decisions are made on what works for that moment in time. This
is the point where the profession of nursing is working to establish itself through research
and move the profession forward in a rapidly changing health care atmosphere.
The field of science and scientific applications are no stranger to the profession of
nursing. Florence Nightingale herself was very much in statistics. According to
Blackwell (2001), Nightingale was influenced by the founder of statistics and used her
knowledge to educate people about avoidable causes of mortality such as overcrowding,
lack of proper ventilation, and lack of light. In fact, Nightingale was such a statistics
enthusiast that she was elected into the Royal Statistical Society and an honorary member
of the American Statistical Association. Nightingale was a strong role model for nursing
and worked to develop a scientific foundation for which nursing has evolved into the
profession that it is today.
Patient Safety and FalI Risk
While the emergency department is a unique nursing environment, patient safety
and fall prevention is something that all nurses are keenly aware of. There has been a lot
of devoted literafure and research done regarding risk factors that contribute to patient
falls. Some prominent risk factors include age greater than sixty-five, cognition or
mental status, previous history of falls, medication regimen, mobility issues, and
incontinence or urinary urgency. Florence Nightingale was also very proactive with
regards to prevention and keeping patients in environments that promote healing. Most,
but not all, of the preceding risk factors are pertinent to patients being cared for in the
emergency department.
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Age. Something as simple as a person's age is a huge factor in their risk for
falling. It is expected that by the year 2030, twenty percent of the United States
population with be over the age of sixty-five (Naqvi, Lee, & Fields, 2009). What is even
more troubling is that forty percent of this age group, that are living at home, will
experience a fall sometime during the year. One in forty of them will result in
hospitalization and only half of those people hospitalized will be alive one year later
(Rubenstein, 2006). There is also an increase in complications that arise after a person
over the age of sixty-five experiences a fall. There are the immediate physical problems
such as scrapes or hip fractures but that age group often has additional health problems
that are further complicated by the fall. When an elderly person does experience a fall
they are often sent to the emergency department because their injuries can be much more
complicated than a bump or bruise. Emergency department physicians and nurses are
exceptional at treating the immediate injuries, but how and why the fall occurred in the
first place and prevention of future falls becomes less of a priority (Bloch et al.,2009).
While the age of the patient is one of the biggest contributors to being a fall risk, it is not
the only one.
Cognitive dysfunction. Another risk factor for falls is having cognitive
dysfunction or impairment. Approximately sixty percent of older people with cognitive
impairment experience a fall annually. That fall rate is twice the fall rate that older
people with cognitive impairment experience (Liu-Ambrose, Ash, Graf, Beattie, & Khan,
K. M. 2008). This can be due to disease or a mood altering substance. Often the patients
that present to the emergency department are experiencing cognitive dysfunction due to
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drugs or alcohol. Therefore, it is important to be aware of how cognitive dysfunction
plays a role in someone experiencing a fall.
The Centers for Disease Control and Prevention (2010) found that the incidence
of emergency department visits for the non-medical use for prescription drugs increased
one hundred and eleven percent in 2004 and increased another twenty-nine percent in
2008. The misuse and abuse of drugs in the United States is tracked by a system called
DAWN. DAWN defines non-medical visit to the emergency department as taking too
much of the prescription, drug related assaults, taking a medication that was prescribed
for someone else, or documented misuse or abuse. Of the two million emergency
department visits that occurred in 2008, one million of them involved the use of cocaine
and heroin and the other one million were for the non-medical use of prescription drugs,
which was up from half a million visits in 2004. Alcohol was involved with about
twenty-six percent of the emergency department visits for opioid prescription drug use.
One study done by Liu-Ambrose et al. (2008) studied the cognitive dysfunction of
older community dwelling women. They used a mental status exam to assess any
impairment that any of the women might have. Mild cognitive impairment was defined
as "cognitive decline that is greater than the expected for an individual's age and
education level but that does not notably interfere with activities of daily living" (p.
1483). They were careful to differentiate mild cognitive impairment from dementia but
did state that there is no clinical classification for mild cognitive impairment. This study
concluded that older women with mild cognitive impairment were at greater risk for falls
than those who did not have it.
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Thus, nurses that work in the emergency department setting take care of patients
who may present with a cognitive dysfunction. It is important to recognize that when a
person's sense of self is altered, they may act irrationally and are certainly at a higher risk
for experiencing a fall.
Medications. Another major risk factor for contributing to falls are the high risk
medications that people are on daily or may receive by ambulance personnel on the way
to the hospital. Certainly during the emergency department visit people are given
medications to help with pain and anxiety. With the abundance of medications available
to society, it is no wonder that their use can contribute to someone experiencing a fall.
According to Naqvi et al. (2009), the categories of high risk medications that are
associated with falls include: sedatives, anticonvulsants, antihypertensives, analgesics or
opiates, antidepressants, benzodiazepines, antiarrhyhmics, antihistamines, and
psychotropics. Many people are on these medications daily that can change their
equilibrium and contribute to them experiencing a fall. Another aspect of medications is
the use of multiple medications. The increased risk of having a fall goes from twenty-
five percent when taking one high-risk medication to over sixty percent if on six or more
medications. This is only one of the risk factors. Many times the people that are on
multiple medications are the older populations. Their age puts them at risk for having a
fall and it is then increased dramatically with the use of many different medications.
Physical mobility. As people age they may experience changes in their
functional decline or the way that they are able to get around. If they do experience in a
change in the way that they walk they may then become depressed about it or more
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frightened that they may have a fall. Those thoughts often lead to people living fearfully
of falling and what would happen as a result rather than being able to enjoy their life
every day. When a person has a functional impairment, they have a problem with their
balance or their gait. Once functional decline begins to happen, people may then shuffle
when walking, become reliant on a walking aid such as a walker or cane, take more steps,
or grab on to things in the environment in order to steady themselves (Mitchell &
Newton,2006)" The ability to walk requires many different parts of the human bodies as
well as body systems to work together to make walking happen. In order to walk
normally people need to have functioning and free moving joints, norrnal sensory input
such as vision, and normal muscle strength and tone. As people age they often have a
decline in most of the preceding areas. Older adults have problems with their posture,
reflexes, their muscle strength, sensory perception, and ability to try and control
themselves if they should fall (Rubenstein,2006). Even the use of a walking aid does not
mean that people have a reduction in the occurrence of falls.
A sfudy done by Stevens, Thomas, Teh, and Greenspan (2009) analyzed data that
was collected by sixty-six United States hospitals regarding falls from January 2001 until
December 2006. They had an estimate d 47 ,312 older adults who were treated for falls
that involved a walking aid in the emergency department. They found that of their
sample 87.3 percent involved walkers, 12.3 percent with canes, and 0.4 percent involved
both walkers and canes. The fall incident that involved walkers resulted in seven times
more injuries than when someone fell using a cane. About one third of the patient sample
were hospitalized for their injuries.
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Being able to get around and have a sense of independence is an important daily
function. With our rapidly aging population, and the functional decline that can occur
with aging, maintaining physical mobility becomes even more important. tt is evident
from the literature that physical mobility is important and certainly a risk factor for falls
if one has impairment with their ability to walk.
Urinary incontinence or urgency. Often in the health care setting there is a
focus on major medical problems such as diabetes, heart disease, and high blood
pressure. However, there are two other conditions that occur regularly among older
populations that are termed geriatric syndromes and they include falls and urinary
incontinence. A cross-sectional study done by Lee et al. (2009) included over twenty
thousand respondents. The purpose of this sfudy was to ask people if they had been
diagnosed by their physicians as having the chronic diseases of coronary artery disease,
congestive heart failure, or diabetes" They were also asked if they have the geriatric
syndromes that include urinary incontinence and falls. This particular study found that
twenty-five percent of people over the age of sixty-five reported having urinary
incontinence over the past year.
Urinary incontinence is not a popular topic of conversation among people. Often
those who experience it feel embarrassed and may avoid participating in activities they
enjoy. That can lead to depression, anxiety, and self-esteem issues. They may also have
skin breakdown and problems with odor. Other people may choose not talk about it
because it is assumed to be a norrnal part of the aging process. The National tnstimte of
Aging deems urinary incontinence as the second leading reason for people to be placed in
skilled nursing home care (Klay & Marfyak, 2005). The ability to get up and go to the
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bathroom can become more problematic as a person ages. They may already have
problems with their balance or ability to get around and then, when rushing to get to the
bathroom, they can experience a fall. Sherrod and Good (2006) report in their srudy that
seventy-nine percent of falls occurred when a patient was left unattended in their room
and ten percent of falls occurred in the bathroom. Even though the fall rate in the
bathroom was lower, often people are trying to get to the bathroom when they fall in their
rooms. Whether this scenario was to occur in the emergency department or the nursing
home, nurses can make it a priority to help people with their toileting habits.
Putting It All Together
In the chaotic setting of health care, it is the nurses that are there with the patients
most of the time. Nurses are the experts at assessing situations and intervening when
necessary. Therefore, it makes the most sense to engage nurses and have them develop
the best methods of promoting patient safety and preventing falls. There are many
articles in the literature that have researched the contributing risk factors for people that
experience falls as well as many research studies that have looked at different risk
assessment models in a multitude of environments. What seems to be lacking in the
literature is much focus on the emergency department. The article by Ciesielski and
Clark (2007) discusses at length how the emergency department is meant for short term
health care services and as aperson's length of stay increases, theirchances for
experiencing a fall increase. They conclude in their article that the focus must be on
decreasing the overall length of stay a patient experiences and that needs to be done by
having the entire health care team come up with solutions that work for their emergency
department.
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Florence Nightingale was one of the first nurses to recognize that health is not just
about the illness that someone is experiencing. There are other factors that can contribute
to a person experiencing the continuum of being ill and then moving towards a state of
health again. Nightingale may not have written a specific theory of nursing but she had
certain elements that she deemed necessary to include in her thoughts and writings.
Those specific elements include environment, person, and health. Nightingale felt that
the environment could be altered in order to promote healing. At first she placed her
focus on only the patient but then her vision grew to include the entire family as pertinent
to helping someone get better. Nightingale's perception of health meant that symptoms
were necessary to alert someone to a disease being present so then nursing could
intervene. People did not need to be completely healed but, instead, needed to optimize
their potential for well being. Florence Nightingale viewed nursing as an art and a
science. She expected that nursing would be a profession that was practiced by well
educated individuals who had access to and used current research coupled with the use of
logic to continually enhance the profession (Selanders, 1998). Therefore, it is necessary
to include nurses that work in the emergency department environment to help create a fatl
risk assessment that can be used in their daily practice. The emergency department
nurses would have a keen insight to what it takes to keep people safe that are being
treated in the emergency department.
After reviewing the literature, the different components of a fall risk assessment
that are important for patients in the emergency department include age, cognitive
dysfunction, medications, physical mobility, and urinary incontinence or urinary urgency.
Therefore, since a specific emergency department fall risk assessment model was not
!
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readily available, the focus of this project was to develop one that will be discussed in
chapter three.
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Chapter Three: Developing a Fall Risk Assessment Tool
Patient safety is a term that is often used in the health care setting. Hospitals and
other health care settings have so much pressure to comply with various government
regulations, insurance regulations, and the demands of the people seeking health care that
extensive research has been done on the topic of patient safety. In order to comply with
patient safety requirements hospitals have to work on patient safety at the various
department levels. That is where the recognition that much of the research done on fall
risk factors and the development of different fall risk models has come from. The focus
of this chapter is to present the fall risk assessment that was developed for this project. It
was put together after an extensive literature review and fundamentally based on the
nursing theory of Florence Nightingale. Nightingale's nursing model focused on the
environment, person, and health. Each of those components is a key factor in fall risk
assessment.
Development Process
Although there are many regulations and a heavy focus on patient safety in health
care today, the necessity for a fall risk assessment came about after a significant patient
fall occurred in the emergency department. That is when two registered nurses, who
worked in the emergency department, started working together and ultimately outlined
the fall risk assessment tool that is listed in Appendix A. At this particular urban tertiary
hospital there was already an in-patient hospital committee formed which had created a
fall risk assessment that had been implemented on the patient floors. In order to begin
the emergency department project, the other nurse met with that committee as well as
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with some people from the patient safety department. The emergency department nurses
then independently conducted a review of the literature looking for any existing fall risk
assessment tools that were specific to the emergency department setting.
Many of the articles that were reviewed ultimately came to the same conclusion.
They found many different faIl risk assessments but nothing was specific to the
emergency department. One article by Carpenter, Scheatzle, D'Antonio, Ricci, and
Coben (2009) not only concluded that there were no existing assessment tools for the
emergency department, but the ones that were developed in the literature were too
lengthy and involved to be used in such a fast paced environment. Similarly Ciesielski
and Clark (2007) discuss how the nurses in the emergency department have to prioritize
the needs of the patients based on the short time the patients are in the emergency
department, the need for getting critical tasks done for patient care, and helping the
patient with a safe discharge from the emergency department. The assessment tool that
was created was done due to the lack of any emergency department specific fall risk
assessment tools in the literature.
In addition to reviewing the literature, the in-patient fall risk assessment tool was
taken into consideration. A committee that had created and implemented the fall risk
assessment for patients that were admitted to the hospital had done considerable work to
establish their original tool. The in-patient or admitted patient fall risk assessment tool
included previous history of falls and multiple tubes and line placement for criteria.
Although both of those criteria were listed in the literature as important, it was felt that
both criteria would not be useful for a patient who was treated in the emergency
department in the short-term setting of the emergency department. The literature
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validated that the likelihood of a person experiencing a fall increases if the person has a
history of a previous fall (Carpenter et al., 2009). However, a history of having a fall
may be missed when being evaluated in the emergency department because the person
cannot give their history or it may not seem relevant to the injuries going on at that time.
Similarly having multiple tubes and intravenous lines attached to a person can increase
their chances of having a fall. Many times most of those lines are placed while the
patient is in the emergency department but they are then moved to a bed in the hospital.
While they are a recognized fall risk factor, it was felt that the patients are generally not
in the emergency department for a prolonged period of time to include it in the
assessment tool. Therefore the previous history of falls and multiple lines and tubes were
left out of the fall risk assessment tool that was developed specifically for the emergency
department.
The created fall risk assessment tool was then taken to the emergency department
manager and director for discussion and feedback. The director took to the assessment
tool when it was in a preliminary state to the quality committee to demonstrate the work
that was being done. We also had to meet with the electronic medical record person for
the emergency department to find out if the assessment tool could be built into the record.
It was brought back to us that maybe the fall risk assessment tool scale should align more
with the assessment tool that the admitted patients were assessed using. However, it was
felt that the emergency department is such a different environment and should exist
independently of the admitted patient assessment tool. Articles by Bloch et al. (2009),
Carpenter et al. (2009), and Ciesielski and Clark (2007) all comment on how emergency
departments are over busy and over-crowded which makes it difficult to make fall risk
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assessment a priority and instead people are only treated for the current injuries they
sustained from a fall or trying to prevent a fall from occurring while they are in the
emergency department.
Description of Assessment Tool
The criteria that were deemed necessary to include in a fall risk assessment for the
emergency department were age, cognition, elimination, physical mobility,, and
medications. While there may be other criteria used in different assessment tools, it was
felt that they would not be focused on in the emergency department. As Ciesielski and
Clark (2007) in their article about safety in the emergency department stated that many
in-patient assessment tools for patient safety do not translate well to the emergency
department because of the different patient care environment. Each of the listed criteria
was found to be important in the literature.
Age is the number one contributing risk factor for someone experiencing a fall.
One sfudy by Greany and Di Fabio (2010) compared fall risk models for fall prediction in
people who live out in the community. They concluded that a person's age is one of the
greatest contributing factors to experiencing a fall. This particular included people age
seventy and older. One in three adults over the age of sixty-five is expected to fall
annually. There were about 1.85 million elderly adults treated in emergency rooms for
non-fatal falls in 2005 (Pynoos, Siciliano, & Beattie, 2008). Thus, age was included on
the fall risk assessment tool.
Cognitive function is another fall risk factor that is supported in the literature. It
is well documented that as a person ages they experience a decline in their neurological
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status. That leads to decreased reaction times as well as difficulty with visual perception
(Vance et al., 2009). The patients that are seen in the emergency department are not only
elderly. Some of them have a change in their cognition due to mood altering substances
such as drugs and alcohol. Those patients are also at risk for falling because, even though
they may not be elderly, they cannot make sound decisions because of their altered
mental status. Thus, cognition, or mental status, is an important contributing factor to
predicting if a person would experience a fall.
The fall risk criterion of elimination was important to include in the assessment
tool because it is a basic need for all people. Many times people are trying to get to the
bathroom when they experience a fall. As the human body ages there are physiologic
changes in muscle tone as well as the ability to recognize the need for getting to the
bathroom. Often people have difficulties with over active bladder syndrome and
urinating during the night along. These conditions may accompany the bladder muscle
changes that occur when a person ages. The prevalence of overactive bladder is about
forty-one percent in men and thirty-one percent in women over the age of seventy-five.
As people age they can experience a decrease in muscle tone as well as the need for
urination when there is much less volume in the bladder (Wagg et a1.,2007). Including
elimination needs in the fall risk assessment is important because many people are trying
to get to the bathroom when they experience a fall. Heit (2007) reported that the
incidence of falls during the night increased if a person had to get up in order to urinate
two or more times. Fifty percent of women who did have to urinate frequently reported
falls compared to rwenty-seven percent of women who did not urinate frequently during
the night. Therefore, it is logical to include elimination needs as a risk factor for
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experiencing a fall, especially in older patients. The experience of someone trying to get
to the bathroom may be affected by their ability to get up and move around as well.
Another important risk factor to include in the falls risks assessment was physical
mobility. As people age there may be physical changes that make walking more difficult.
People may also need to use some kind of walker or cane to help them walk around. Any
impairment in mobility increases the risk and likelihood that someone will experience a
fall. One sfudy done by Morse, Tylko, and Dixon ( 1985) found that people that have
experienced multiple falls had a gait or physical mobility impairment as compared to
people who did not experience falls. The literature review certainly supports any
impairment with physical mobility as a risk factor for experiencing a fall. For the elderly
person who already has some problems with their mobility, it is not uncommon for them
to be on multiple medications. The medications that a person takes are another
contributing factor to fall risk.
Often the elderly are on many different medications for a multitude of reasons.
Some of those medications increase the likelihood that someone will experience a fa1l"
Medications may make have side effects such as dizziness, poor balance, changes in
blood pressure, weakness, and fatigue (Tinetti et al., 2008). The natural changes that
occur with aging along with the effects of multiple medications combined together can
cause problems with a person's ability to safely walk around. People may also may
decisions about what medications they are willing to take due to the different side effects
that they experience. Living with the original disease may be a better choice than trying
to live with the side effects of their multiple medications. Thus, even though today's
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society is continually making technological advances and finding the latest and greatest
way to make someone's life better, that may not always turn out to be the case.
After determining the fall risk factors of age, cognitive function, elimination,
physical mobility, and multiple medications would form the fall risk assessment, an
actual weighted scale needed to be created. The scale is located in Appendix A. If a
person receives a score of zero to one, they are at low risk of falling. A score of fwo to
three indicates a moderate risk of falling and a score of four or greater is someone who is
at high risk for falling, A person is scored based on the five criteria and the weight to
given to each risk factor. Conducting a fall risk assessment on a patient in the emergency
department requires that the nurse demonstrate excellent observational skills. Florence
Nightingale felt that the skill of observation was essential to nursing practice, not only as
an individual but for the entire hospital community (Sellman, 1997). There are so many
factors that contribute to keeping a patient safe while in the care of a hospital. Patients
are more than just the acute illness that is occurring that time" Therefore, it is important
to view patient safety from the larger perspective of what the patient needs, interventions
to keep them safe, and the collegiality of the nursing team working together at that time.
The literature states strongly that if a person is over the age of sixty-five then they
are at an increased risk for falling. Therefore, if someone is younger than sixty-five their
risk score is zero and if they are over the age of sixty-five their fall risk score is one. A
previous history of falling is listed in the criteria as being a major risk contributing factor
to a fall. However, since it was felt that someone's previous history may not be readily
available, it was left off the scale. Therefore, it was concluded that a person's cognitive
function needed to carry the most weight in the scale. The patients that seek medical care
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in the emergency department are often impaired or experiencing an altered mental stahrs
in some respect. It may be due to drugs, whether prescribed or not, trauma, stroke,
infection, or something metabolic. What makes cognition, or altered mental status, so
difficult to treat is the multitude of factors that can contribute to the condition (Kekek,
Senol, Koc, Seydaoglu, 2008). That is why it was given the most weight on the scale if a
person was experiencing cognitive dysfunction. If someone is not experiencing any
cognitive impairment or if they are in a coma their score is zero. If a person is
cognitively impaired, or experiencing altered mental status, they receive a score of three.
A score of zero is given to someone who was able to maintain control of their
own body elimination needs. If a person experienced urgency, urinary frequency, or had
a fube placed in their bladder, they were given a score of one. If a person had
independent physical mobility, or ability to get around, they received a zero score. The
person who had difficulty getting up and walking in some manner received a score of
one. Finally, the medications that a person was taking or received while riding in an
ambulance can contribute to experiencing a fall. This fall risk criterion was broken down
into scores of zeto) one, and two. Someone who receives a zeto is not on any
medications. A score of one on the fall risk assessment scale meant that a person was
taking cardiovascular or central nervous stimulant medications at home. If they receive a
score of two that meant they were taking the cardiovascular or central nervous stimulant
medications at home and may have received either one for treatment of their current
illness.
While there was much time required to research and develop the fall risk
assessment tool, there also was work to be done in order to bring about a change in
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nursing practice. Patient safety has become a mandate from various organtzations that
hospitals must complywith. Putting it into practice at the patient care level can
sometimes be challenging. The use of nursing research requires an understanding of
what is being written about and how it would apply to nursing practice. Often nurses
would rather use their own knowledge base and experience to make decisions regarding
the care of patients (Fanning & Oakes, 2006). Research has suggested that it is easier to
implement a new piece of equipment or technology into bedside practice rather than a
change in practice that involves direct patient care. Many times there is pressure from the
organtzation itself to make a change, but it is slow to happen at the bedside level due to
time constraints or financial issues. The formal leaders are the people who can pull the
organizational resources together and bring them to the staff who are working on problem
solving. The leaders are also the people who have to trust that solutions will be created
and may be worth implementing even if they do not work for every [evel of the
organization (Wheatley,2006). The cuhure of the nursing unit and staff buy in also
contributed to implementing a practice change (Bradley, Schlesinger, Webster, Baker, &
Inouye, 2004). Bringing about change involves the development of a valid assessment
tool, having a protocol in place, defining clear objectives, as well as having a way to
evaluate the outcome (Winch, Henderson, and Creedy, 2005). There are many competing
priorities in a hospital, therefore, a project needs a passionate and dedicated champion to
head the project and make sure that it moves forward and becomes implemented.
This fall risk assessment tool was developed based on the fall risk data in the
literature. However, the emergency department environment was found to be different
from the in-patient hospital environment. While the fundamental nursing care may be the
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same no matter where the patient is being cared for in the hospital, the focus on patient
safety is different in a chaotic, fast-paced emergency department. Florence hlightingale
based her nursing philosophy on possessing observational skills that translated to the
patient care environment. Getting the fall risk assessment tool implemented in a large
organizational hospital setting can be time consuming. There are many people and
committees from the department level on up that have to give their approval before the
fall risk assessment can be implemented at the emergency department. Being willing to
make the commitment to get the fall risk assessment tool implemented is only part of the
process. The other part of the process comes from being passionate about patient safety
and having a willingness to be the champion that helps make the necessary changes for
improving the bedside care that patients expect to receive from their community
hospitals.
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Chapter Four: Discussion
When someone is sick or injured they seek medical care at the hospital. They do
not go to the hospital with the expectation of suffering further injury from a fall. The
subject of patient safety and the environment can be traced back to nursing during the era
of Florence Nightingale. She felt that the suffering people experienced due to their
disease from disease were due to the lack of fresh air, a quiet atmosphere, nafural light, a
proper diet, and overall cleanliness of the environment (Dennis & Prescott, 1985). Fall
risk may be influenced by a person's age or bathroom needs but there are also
environmental factors that contribute to someone experiencing a fall. The development
of a fall risk assessment tool for a major urban tertiary hospital is a necessity, but also a
time-consuming endeavor.
Evaluation of Success
The ultimate evaluation of success for this project would be to completely
eliminate patient falls in the hospital setting. However, what makes that goal almost
impossible to reach are the multiple factors that contribute to someone experiencing a fall
in the first place. Success for this project could then be looked at in two different ways.
The first way would be to see an overall decrease in hospital patient falls. The other
measure of success could be compliance of the nursing staff with completing the fall risk
assessment screening. It could be assumed that either of those measures of success
would be due to an awareness of patient safety as well as the implementation of the
nursing interventions, listed in Appendix B, that help maintain an environment of safety
for the patients.
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I{ursing interventions. The nursing profession has long been educating its
students about what can be done to influence health outcomes. In fact, Florence
Nightingale can be considered one of the first to bring forward the very idea of nursing
outcomes (Griffiths, 1995). One study done by Dochterman et al. (2005) looked at the
nursing interventions used for three sets of patients which included heart failure, hip
fracture, and fall prevention groups. ln particular, the fall prevention group consisted of
8,988 patients who had a total of l1 ,756 hospitalizations during a four year period. The
nurses assessed patients upon admission to the hospital using the criteria of mental stafus,
last known fall, medications, sensory, elimination, and mobility. The study then
compiled the number of nursing interventions that were used during the patients' time in
the hospital. The heart failure group used a total of sixteen nursing interventions, the hip
fracture group used seventeen nursing interventions, and the fall prevention group used
fifteen nursing interventions. What is so interesting about this particular study is that the
fall prevention group used the same number of nursing interventions as the medical and
trauma groups did" This study indicates just how much time nurses spend trying to keep
patients safe and prevent falls. It is comparable to the time they spend implementing
interventions for people with illnesses and injuries. Some of those interventions include
observing and changing anything in the patient's environment that might help prevent
them from experiencing a fall.
While nurses cannot control the fall risk factors that the patients themselves bring
into the emergency department, they can help control the environment that the patient
receives their care in. The environmental factors that Florence Nightingale had to work
with are different today but the basic elements remain the same. Today's nursing leaders
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have to he in control of their staffing ratios as well as be responsible for maintaining the
overall working environment (Helmstadter, 2008). Even though the nurses working at
the bedside may not be formal leaders, they are leaders when it comes to being patient
advocates and working together as a team. It is that teamwork that also contributes to a
successful day in the emergency department where the patients receive great care (Kaissi,
Johnson, & Kirschbaum, 2003). Often times people are taught to look at a problem, find
a solution, and then fix it. According to Margaret Wheatley (2006), studying each
problem by itself does not bring about the expected changes. People recognize that an
organization has so many layers that contribute to keeping the system moving that
making one change is often not enough (p. 142). Therefore, patient safety in the
emergency department system requires that all the staff members work together as a
team
Missing Fundamentals
The process for getting this fall risk assessment approved for use in the hospital
seems as clear as mud. The work was done to create the fall risk assessment and seemed
to be moving forward" Then the emergency department fall risk assessment was
presented to the hospital fall prevention committee. At first, they described the in-patient
fall assessment and then mentioned that they found it to be flawed. The committee
members felt that their assessment did not take into account visually impaired people. It
was also mentioned that the use of mobility aids by u person meant that they were needed
because they were already at risk for falling. The hospital had developed its own fall
assessment which had been in practice for a couple of years. Changes continue to be
made regarding the fall risk assessment scale as it is used in the hospital and falls occur.
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The hospital falls prevention committee is the champion for fall prevention in this urban
hospital setting. They have helped guide the behavioral health department and the
maternal-child health departments create a fall risk assessment that works for their patient
populations. Now they have moved on to support the work that the emergency
department and the pediatric nurse educators are doing.
One major observation that the fall prevention committee had for the emergency
department fall risk assessment was that it did not include the criteria of previous history
of falls. If someone has had a previous fall, their chances of falling again in the future are
significantly increased (Banez et a1.,2008). Pediatric and young adult age groups also
have a high incidence of falling but incur fewer injuries. The elderly age group has a
higher incidence of diseases, such as osteoporosis, as well as they often have age related
changes such as slowed reflexes (Rubenstein, 2006), Thus, it can be concluded from the
literature that it is important to include the question of if the patient had experienced any
previous falls in the nursing assessment. The reason that a person's previous history was
not originally included in the fall risk assessment was because it was felt that it would be
information that is not known in the emergency department setting. The hospital fall
prevention committee felt that even though the patient may not know if they have a
history of falls, family and friends could contribute that information. Even though the
emergency department is a fast-paced environment, it is important for nurses to at least
ask the question about a history of falls since the research has found it to be such a
significant risk factor for experiencing another fall.
This project was done with much thought and reflection regarding patient safety.
It was eye opening to discover that when someone falls it has such a devastating effect on
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the patient as well as their family. A fall can change someone's life in such a short
amount of time. While writing this paper a family member's elderly grandfather
experienced a fall and suffered a broken hip for which he was hospitalized. A mere four
days later he passed away from complications of pneumonia that he had developed as a
result of his fall. Hearing stories like this make the need for fall risk screening and
prevention even more necessary.
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Chapter Five: Conclusions, Recommendations, Reflections
This project on fall risk assessment in the emergency department can be summed
up in a quote by Florence Nightingale stating "it may seem a strange principle to
enunciate as the very first requirement in a hospital that it should do the sick no harm"
(Thinkexist.com, 20 1 0).
People do not seek care in a hospital and expect that they may end up in worse
condition due to a fal[. Similarly, nurses ate a group of people that do not come to work
wishing harm upon the patients that they care for. The emergency department is an
environment that brings together patients who are experiencing some of the worst
moments of their lives and the nurses who are there to help bring them back to health.
People who are already in a fragile state may be experiencing health inequities already
and nurses have the ability and the know how to help reduce them. The emergency
department environment has been shown to be different from the admiffed patient
environment. It is that uniqueness that this project acknowledged and worked to support
through the literature. The fall risk assessment tool that was created can be used by the
nursing staff in the emergency department in order to help keep the patients safe.
The author would conclude that each and every nurse is a leader in their own
right. Nurses take care of patients daily and advocate for the needs of the patients, They
work tirelessly to make sure that each patient is well taken care of and safe in their
environment. What Advanced l.{ursing Practice Transformational Leaders can take away
from this project is that it was done for nurses by nurses. I.-lurses are a very powerful
group of people that have many ideas to contribute to improving health care for people

THINKING DIFFERENTLY: DEVELOPING A FALL RISK ASSESSMENT 45
around the world. While this particular fall risk assessment is geared more for an urban
Level I trauma center emergency department, other nursing units can take it and shape it
to fit the needs of their patient populations. By working together and sharing ideas,
nurses can be the motivating force for change in health care today.
The future of this project is yet to be determined. More discussion needs to be
done regarding the scale itself. As the hospital fall prevention committee pointed out,
perhaps rethinking the scale and including any previous history of falls as part of the
assessment tool would be pertinent. That would then require the scale to be reconfigured.
Some of the other hospital departments have elected to only have two categories of risk
for people. The patients are either considered low risk or at risk. They felt that the
nursing interventions such as bed low, call light within reach, et cetera should be done on
any patient regardless of their fall risk status. Once the scale is finalized then it would
need approval from the emergency department leadership. The hospital fall prevention
committee also offered to be available and give suggestions in the future. The fall risk
assessment tool then needs to be created in the electronic medical record. Once that has
been done, education will need to be done for the emergency department staff regarding
using the fall risk assessment.
Another suggestion that the hospital fall prevention committee had was to make
sure that education was done for all the staff members that work in the emergency
department. Patient safety extends beyond the nursing staff. A housekeeper may come
upon an unsafe sifuation or someone from the maintenance department. A doctor may
finish a procedure and needs to remember to lower the bed and make sure the call light is
within reach. So educating all of those involved in direct patient care and who work in
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the patient care environment becomes very important. What that means is looking at
staff education from different perspectives. For housekeeping and maintenance it may be
educating about trying to keep the patient safe and calling for some help because they are
not trained to medically care for patients. Margaret Wheatley (2006) has written about
relationships and Complexity Science. Organizations are moving forward and putting
energy into the latest technology and then offering training classes to the staff.
Somewhere amongst all the chaos basic human dynamics and relationships have been
forgotten. People want and need to be trusted, feel that they are doing meaningful work,
contribute to the work that is being done and have it be recognized by leaders, and be
able to contribute their opinion regarding changes that directly affect them (p. 16a).
Things can become so busy in the emergency department but all of the staff should
consider themselves as an important part of the working team and help each other out. It
is also important to educate all staff well in advance of the practice change so that they
can understand the changes that need to be made.
Another expansion of the project would be to get the fall risk assessment
implemented and then track the use of the assessment tool as well as the falls that occur.
Electronic medical records can be audited to see how well nursing is using the fall risk
assessment and if there is documentation of nursing interventions that were done. After
some time of using the fall risk assessment tool staff may have ideas forhow to modify it
to make it easier to use. The ease of use is important for getting nurses to use the
documentation which, in turn, becomes important for billing purposes for the hospital. If
a decrease in falls is noted the hospital could also advertise what safety measures they use
at the hospital and how patients will be kept safe while they are at the hospital. The
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business of health care is intertwined with what goes on at the patient bedside. While
there are many accrediting organizations and health care laws that hospitals have to
comply with, they also benefit from their compliance with improved patient satisfaction
scores and revenue. Both the hospital and the patient benefit from a health care system
that works together.
The process of nursing is a twenty-four hour a day profession, A lot of times
nurses will apologize at report for not getting this task or that thing done. The author is
fond of saying that nursing doesn't stop at shift change. Things are constantly evolving
and changing from minute to minute. Patient safety is something that all nurses know
about but may not always pay specific affention to. The purpose of this project was to
develop a fall risk assessment that was specific to the patient population in the emergency
department. However, along the way the author has learned that it is much bigger than
that. While patient safety may be focused on the patient it also includes the environment
and all of the staff members that work in the patient care area. This project has
accomplished the task of creating the fall risk assessment tool but has only begun to bring
focus on all of the other aspects involved. As health care evolves and changes so will the
very premise of patient safety. There may be some new way to think about patient safety
and experiencing a fall or a new piece of equipment that is intended to make it easier to
keep patients safe, Perhaps a focus on the actual environment itself also needs to be
considered as part of the assessment. The layout of an emergency department patient
care room and the location of the bathrooms is a contributing factor to patient safety. If a
patient has to walk a great distance to find a bathroom, they run the risk of falling simply
trying to get there. The design of the patient room can also be looked and was considered
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with our emergency department expansion. There was thought put in to having a family
side of the room and a patient care side of the room. The patient is kept safe by
separating the patient care equipment from where the patient has their family and friends
sitting to comfort them while they are at the hospital. Much energy has been put into
developing things to help patients such as higher toilet seats but there seems to be a need
for an environmental focus as well.
A major lesson and conclusion that was reached after reflecting on this project
was the enormity putting it together. The author has learned that writing a project paper
is incredibly time consuming. [t was admittedly difficult to fit in the writing between
work and home life. Then it also required a lot of thinking and synthesizing of
information which is exhausting. One other important thing about putting together a
project of this magnirude is that it is never perfect. There always seems to be more that
can be written about or grammatical effors that need fixing. An important lesson that was
learned was that an author knows when the project is complete and must believe in it
enough to be proud of what they have accomplished.
It is also interesting to think about how Florence Nightingale would react to being
in the health care environment today. Caring for patients has moved beyond what she
wrote about. Nurses care for patients in many ways that go beyond the environment,
cleanliness, and sustenance. Nurses spend a lot of time doing tasks and then getting them
charted. They also spend time coordinating how a patient is going to get back to the
nursing home, being at the bedside to listen, and including the family in the care of the
patient, The author thinks that Nightingale would be awfully surprised at how rnuch
nursing has evolved since the Crimean War. She would find that the caring that nurses
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bring to the profession also includes a love for nursing itself. Nurses are dedicated and
compassionate and use those talents to move the profession forward through research. It
is important to recognize that the nursing profession started from the basic elements that
Florence lt{ightingale put forth and has become a blending of art and science.
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Appendix A
Fall Assessment
Age 0: 64 years or less
1: 65 years or older
Cognition 0: No cognitive impairment
0: Coma/ intubated and sedated
3: Impairment
-ETOH, drugs, dementi al Alzhetmer' s, confu sion
Elimination 0: Continent
I : Incontinent/foley/urgency or frequency
Physical Mobility 0: No physical mobility impairments
1: Mobility impairment
-Unsteady gait or imbalance, use of mobility equipment,
immobile
Medications 0: No meds taken at home
1: Cardiovascular medication at home
1: Central Nervous Stimulants med at home
2: Cardiovascular med ordered or given PTA in the ED
2: Central Nervous Stimulant med ordered or given PTA in the ED
Total:
Scale
0-1: low risk
2-3: moderate risk
)4: high risk
Appendix A. Fall assessment that was created collaboratively with another nurse for the
emergency department. Score calculated has coffesponding interventions to be
implemented.

THINKING DIFFERENTLY: DEVELOPING A FALL RISK ASSESSMEI'{T 58
Appendix B
Nursing Interventions
Low Risk
Call light
Bed low/brakes on
Side rails up
Room/ environment safe (items picked up, cords untangled, etc.)
Moderate Risk
Call light
Bed low/brakes on
Side rails up
Room/ environment safe (items picked up, cords untangled, etc.)
Elimination needs (routinely asking patient if they need to use the BR or place a foley)
Non skid socks
Ambulatory aids: cane, walker, assist xl, assist x2,EZ lift, hovermat
High Risk
Call light
Bed lodbrakes on
Side rails up
Room/ environment safe (items picked up, cords untangled, etc.)
Elimination needs (routinely asking patient if they need to use the BR or place a foley)
Non skid socks
Ambulatory aids: cane, walker, assist x1, assist x2,EZ lift, hovermat
Curtain/ door open, move close to nurses' station, 1:1 watch, family at bedside
Patient/fami Iy educati on
Signage: red foot magnet on the door
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